THE author classifies the causes of the opening of the wound into two main groups:
(I) Lack of nutrition in the skin flaps and in the edges of the opening into the pharynx. (II) Infection of the wound.
The closure of the pharyngostome requires a double wall of tissue. (a) The internal flap or deep layer obtained from the mucous membrane of the pharynx alone, or from the mucosa of the pharynx and base of the tongue. When there is not sufficient mucous membrane, the deep layer must be made by turning in flaps from the skin surrounding the pharyngostome.
(b) The external flap or cutaneous layer is used to cover over the deep layer. The flap is made from the skin of the surrounding parts and is placed in position, as a rule, by rotating the pedicle, and sometimes by sliding it over the raw surface of the internal flap.
Great importance is attached to the method of inserting the sutures.
Discussion.-Mr. WILFRED TROTTER said that the time had passed when it was possible to contemplate the removal of a malignant growth in the pharynx or larynx leaving the patient to struggle with the necessary mutilation that the mere removal of the tumour inflicted. It had become necessary before undertaking any radical operation to consider in what condition the patient would be left, and, indeed, whether his life afterwards would be worth living at all. Therefore any radical operation must contain some plastic procedure designed to restore to the patient a tolerable existence.
The objective of such plastic procedures was twofold. First, there was the overwhelmingly important question of function; how was the patient to be allowed to speak after such an operation? And, in many cases, how was the patient to be allowed to swallow? He (Mr. Trotter) did not think anybody could be contented with any surgery of imialignant disease of the pharynx and larynx which did not offer a patient a reasoniable chance of maintaining his more or less natural powers of speech and swallowing. There was a second objective, however, in contemplating plastic procedures in these cases, and that was the extreme importance of not leaving any extensive raw surfaces in communication with the pharynx, and thus liable to infection, with its very serious dangers of cellulitis in the neck, and secondary hammorrhage. Therefore there was a twofold object in treatment: (1) restoring the patient to a tolerable existence, and (2) greatly diminishing the danger of the operation, and -incidentally-the length of the convalescence. For instance, in such a condition as postcricoid carcinoma-a bugbear of surgery-one could, in a reasonably favourable case, have the patient speaking and swallowing normally within six weeks of the primary operation, and that without having undergone any very great risk to life.
Taking the pharynx and larynx as a whole, one might say that at the present time there were four regions in which the need for some plastic operation had been proved and in which such operation was already regarded as practicable. He (the speaker) supposed that the simplest case was the not very common carcinoma of the posterior wall of the pharynx. It was a disease 1 The Papers unless otherwise stated will be published in extenso in the Jolrnal of Laryngology and Otology.
N-L 1 [June 5, 1925. '2 Tapia: Large " Pharyngostomes," a Complication oj Laryngectomy occasionally seen in wom-len, and it was exceedingly favourable in the ordinary surgical sense, yet really very unfavourable, because one could not remove the least piece of the posterior wall of the pharynx without leaving a gap which presented all the dangers of such a raw wound. That was the simplest case for a plastic procedure; one could excise a large section of the posterior wall of the pharynx, and immediately replace it by a flap of skin, and close the subsequent fistula in about three weeks. It was a very simple case, and he (Mr. Trotter) thought the nmethod should always be carried out in those comnparatively rare cases. The second case in which plastic reconstitution was essential was where, in pursuit of a growth in the near neighbourhood of the upper opening of the larynx, it was necessary to remove the partition between the larynx and the pharynx. Unless the surgeon did a plastic operation here, he left his patient with a funnel at the bottom which opened both the cesophagus and the trachea. In that case one must reconstruct the division between larynx and pharynx out of flaps of skin, the peculiarity of the case being that one necessarily had to use double flaps so as to leave a skin surface for the pharynx, and a skin surface for the larynx.
The third case in which plastic methods were usually necessary was in tumours of the larynx itself. It was a matter of controversy-into which he did not propose now to enter-as to whether the whole larynx should ever be removed. It was a fact that without diminishing the patient's chances of recovery, one could frequently leave half, or one-third, of one cord, or even one arytwmoid. alone, removing all the rest of the larynx. If one did that, and took the trouble to line the raw surface with skin, surprisingly good results could be obtained in the way of a voice, and one could very greatly diminish the dangers of these subtotal laryngectomies by covering the raw surfaces at once.
The fourth case was that already referred to, namely, postcricoid carcinoma. One could not usually remove such a growth without making a complete section of the cervical cesophagus. If the surgeon did that, but did not reconstitute the gullet, there was always stricture, and there was great danger throughout the period of convalescence. If one prepared beforehand for the performi-ance of a plastic operation after excising such a growth, one greatly diminished the dangers of the operation, and the patient was left in possession of the capacity for swallowing normally.
In these four primary cases no operation for malignant disease should be undertaken without the surgeon being prepared immediately to proceed with a reconstitution of the part which had been mutilated.
There were two rules which should always guide the surgeon in these plastic procedures. One was, that he must know beforehand what kind of tumour he had to deal with. That led him (Mr. Trotter) to speak of a subject which had not received the attention it demanded: the exact classification of these tumours of the pharynx. There was too great a tendency to lump them together, and not to realize that they could be separated off into exactly marked classes, so that by examination of the patient one could recognize what kind of operation would have to be performed, where the growth essentially was, and therefore what kind of plastic procedure one could prepare for before entering upon the operation. It was surprising how exact and precise one could be-if one's experience was considerable-in saying beforehand, that this wa's such and such a tumour, growing from such and such a place, therefore such and such a plastic procedure must be prepared for.
The second rule was that in doing plastic work in the pharynx and larynx the surgeon should secure a reasonable degree of asepsis. Sepsis more or less was inevitable in all operations on the pharynx, but it could be very greatly diminished. Even if the patient survived, sepsis involved scarring, and there was nothing more completely upsetting to the results of plastic surgery in the pharynx than a great deal of scarring. In his (Mr. Trotter's) experience there was only one means of dealing with what might be called the normal sepsis of the pharynx, and that was by seeing to the removal of the teeth. It must be recognized as a fact that good results were to be obtained with far greater certainty and safety in the edentulous than in patients who possessed teeth, however healthy.
Mr. LIONEL COLLEDGE said he wished to recount a case which illustrated Mr. Trotter's last remark on the importance of removing the teeth. The patient was a man aged 61, who had a laryngo-fissure done in Scotland in 1920 by an operator now deceased. Three years later the patient had consulted Dr. Brown Kelly, who had found a recurrence in the anterior part of the larynx. The patient had then been sent to Sir StClair Thomson, and had eventually come to himself (Mr. Colledge) to have the larynx excised. He had been advised to have all his teeth extracted, but after his dentist had removed seven the patient refused to have any Section of Laryngology 3 more touched. In conjunction with Sir StClair Thomson, Mr. Colledge had then excised the larynx. On the fourth day after the operation the wound had become foul and had begun to give way. On the eighth day it had completely broken down, and a severe septic bronchitis had set in. On the eighteenth day the patient was apparently moribund, but there had been a gradual improvement, and the chest condition had cleared up. An attempt at closure had next been made, but the wound had broken down again. The patient had returned three months afterwards; he had then had two mlore teeth removed, and he (Mr. Colledge) had operated again, but with the same result. After that, the patient had placed himself entirely in his (Mr. Colledge's) hands, and he (Mr. Colledge) had removed the man's twelve remaining teeth himself. He had then done another plastic operation, and nine days afterwards he had closed the wound. This patient owing to his obstinacy with regard to his teeth had been placed in great jeopardy, and had had a very miserable existence for six months.
After the last operation he had remained well. He (Mr. Colledge) had seen him early in the present year, and he had then been on his way to the South of France.
A case illustrating the difficulty of closing the pharynx was that of a man aged 55, a solicitor, who never took exercise, drank heavily, and hence was a poor subject. He did not consult his doctor until his condition had become so serious that he suffered fromi stridor even when sitting down quietly. Sir StClair Tholmison had advised removal of the larynx, but had seen that there was something peculiar about the case. The larynx was removed, and was found to be choked with growth, but there was another tumour in the pharynx, so that a large part of the pharynx had to be taken away. Microscopically, both were seen to be epitheliomata, but there was more than an inch of quite healthy Ilmucous membrane separating the two tumours. A large gap was necessarily left in the pharynx. The patient had progressed very well for a month, and had then suddenly died.
Sir STCLAIR THOMSON said that the question of closing these stomata was one which was often omitted from the text-books. To read the text-books one would think that after a laryngectomy or similar operation one had only to stitch up the wound and all healed like a cut on the face fromii shaving! Colleagues had asked him (Sir StClair) if that was true, and he had had to reply that it frequently was not the case. Before the war, when less had been known about plastic surgery, one had to wait and pack, and watch healing going on slowly, and he (the speaker) had known the closure of a wound to occupy three mionths' time.
The case referred to by Mr. Colledge, in which he (the speaker) had been associated with him, was a very interesting one, because when the wound had been seen and dressed every lmlorning pus had been noticed, and they had not known where it had come from; the area had not appeared to be purulent. One day they had packed the wound with extreme care, and when they had returned next morning pus had been found on the top of the dressing, not in the wound where it had previously been seen. It had come down from the teeth.
Sir JAMES DUNDAS-GRANT asked whether some of those who had operated on these cases had been tempted to allow them to heal by the open or the partially open method. He (Sir James) had been greatly imnpressed, when seeing Mr. Wilfred Trotter do a lateral pharyngotomy in a case which he (the speaker) had sent to him, on noticing that while he (Mr. Trotter) had stitched up the deeper parts most closely, he had only partially stitched up the superficial parts, thus leaving a space for the escape of any secretions and for packing. The result had been perfectly satisfactory. In the few laryngectoinies he (Sir James) had himself done, he felt that they i-might as well have been done by this method, because the wounds had broken down and had been obliged to heal by the open packing method. In the cases in which he (the speaker) had done there had not been a " stoma," but the treatment had been a long one, and if he did the operation again he would consider the advisability of only partially stitching up, and would pack, as he saw Mr. Trotter do. The first case described by Mr. Colledge was absolutely convincing as to the necessity for removing the teeth.
Dr. TAPIA (in reply) said that he had spoken in his paper of the care of the mnouth and nose preparatory to operation. He (the speaker) never operated nowadays unless carious teeth had been extracted aLd other similar precautions taken. With regard to the tonsils, owing to the age of the patients in these cases, the tonsils rarely gave trouble. Naturally, if he (Dr. Tapia) found them to be infected, he would remove them.
